Introduction
Locomotor training for patients with spinal cord injuries has been investigated in the USA and Europe. 2, 9 It is a relatively new form of rehabilitation in South Africa and to our knowledge no studies have been reported on its use in this country.
This is a case study of a 24-year-old male diagnosed on 8 Sep- In order for the stepping to be consistent a metronome was used.
Initially the patient could complete a total of 3 minutes 20 seconds of walking in two bouts of 1 minute and 2 minute 20 seconds respectively, at a speed of 0.4 km.h -1 . The patient could not stand up with the aid of a walking frame. Strength in the quadricep and hamstring muscles was measured bilaterally on the Biodex isokinetic dynamometer (Biodex Medial Systems, New York) in passive mode.
Peak torque was measured at a speed of 5°.s -1 before and after 1 year of therapy (Table I) . Locomotor training was performed 5 days per week as part of an exercise routine. The exercise routine also consisted of upper body cycle ergometry, mat exercises, core stability strengthening and upper body strength training. The entire therapy regimen and progression can be seen in Table II .
During the year, for 4 weeks, intermittently, exercise sessions
were not attended, either due to the patient being ill or the centre being closed. After 1 year the subject completed 10 minutes of assisted walking without rest and 20 minutes of assisted walking altogether. Furthermore, the subject could walk 8 metres continuously with modified crutches.
Discussion
The conventional approach to rehabilitation in patients with spinal cord injury has been to adapt the environment to the patient. This is known as the 'compensatory model' and presupposes that the spinal cord is not malleable and capable of recovery. 2 In contrast, the 'recovery model' is based on the premise that the spinal cord is malleable and capable of recovery. 2 In the USA complete spinal transection (T12 -T13) was performed in adult cats. 8 interpretability. There has only been one randomised clinical trial in this population group. 6 This was a multicentre trial and found no difference in FIM-L scores (a walking ability score) and walking speeds between a locomotor training group and an overground mobility control group. FIM-L score and walking speed were the primary outcome measures but walking distance was not reported.
It is important to note that locomotor training cannot be done in an ad hoc manner. Afferent input to the spinal cord during locomotor training is important in order for training to be effective. In conclusion, locomotor therapy formed part of a regimen that resulted in the patient being able to walk with modified crutches. This 
